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Hand injuries, if inappropriately managed, can be a
cause of severe functional limitation and disability.2
In particular, intra-articular injuries are a common
cause of morbidity with the recognised associated
sequelae of pain and stiffness. If associated with
further injuries to supporting soft tissues, e.g. a
dislocation, then one would expect further potential
long-term limitations.4 The role of early hand mobi-
lisation to try and prevent these problems is well-
described3 and therefore early bony stabilisation can
facilitate rehabilitation.1 We discuss an injury pat-
tern that to our knowledge has not previously been
described and suggest a treatment strategy that has
given good early and medium term results.Case report
A 21-year-old left-handed male photographic stu-
dent was injured when he was hit by a car travelling
at approximately 30 miles/h on a pedestrian cross-
ing. Initial management was guided by advanced
trauma and life support protocols and he required
CT imaging of head, abdomen and pelvis, the results* Corresponding author.
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Open access under CC BY-NC-ND liceof which were unremarkable. Secondary survey
revealed a markedly swollen and bruised right hand
with pain and crepitus. Radiographic examination
demonstrated fracture dislocations of the base of
the index, middle and ring carpo-metacarpal joints
(CMCJ) and an index metacarpal head multi-frag-
mentary fracture dislocation (Fig. 1a). Initial treat-
ment included analgesia and elevation and he was
taken to theatre within 12 h.
Given the severity of injuries, a guarded prognosis
was given to the patient and the priorities were
reduction and fixation of dislocations and restoration
of index metacarpal length. At the time of surgery,
the X-ray findings were confirmed and fractures of
the capitate and trapezoid were also noted. The
basal metacarpal fracture dislocations were openly
reduced and held with 2.0-mm k-wires. The index
metacarpal head was reduced non-anatomically and
held with a 1.2-mm k-wire. Stability and length was
then attained using an external fixator from the
radius to the indexmetacarpal andproximal phalanx.
Following surgery, it was considered that this
severe injury pattern was likely to require further
surgery with CMJ fusion and metacarpo-phalangeal
joint (MCPJ) arthroplasty. However, early recovery
with well-maintained index inter-phalangeal joint
(IPJ) movement and satisfactory alignment and
X-ray appearances (Fig. 1b) were encouraging.
The external fixator across the MCPJ was removednse.
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Figure 1Figure 2at 3 weeks and the remaining ex-fix and external
k-wires removed at 6 weeks. Early active hand reha-
bilitation was instigated and good progress was
made. Review at 3 months showed a total range of
motion at the MCPJ of 508, normal IPJmovement and
near normal wrist function. At 3 years post-injury he
remains pain free with excellent post-operative radi-
ological and functional results (Fig. 2) and he has
returned to work. The remaining k-wires have been
removed for localised symptoms of discomfort.Discussion
This severe injury to the index metacarpal can be
thought of as a ‘‘floating metacarpal’’ with fracture
dislocations to the base and head, which to our
knowledge has not previously been described in
the English literature. Despite the initial pessimism
regarding the functional outcome, by restoring
length and alignment and allowing early active
rehabilitation a satisfactory result at 3 years was
attained with no further surgical intervention. We,
therefore, recommend this management strategy
for the treatment of this injury. We recognise that
there may be later deterioration and the option of
fusion and arthroplasty can still be considered. In a
Multifragmentary fracture dislocation 89patient of this age, however, the longer this is
delayed the longer its survival is likely to be.References
1. Freeland AE, Lineweaver WC, Lindley SG. Fracture fixation in
the mutilated hand. Hand Clin 2003;19(1):51—61.2. McNemar TB, Howell JW, Chang E. Management of metacarpal
fractures. J Hand Ther 2003;16(2):143—51.
3. Margyles SW. Early motion in the treatment of fractures and
dislocations in the hand and wrist. Hand Clin 1996;12(1):65—
72.
4. Rockwood Jr CA, Green DP, Bucholz RW, Heckman JD.
Fractures in adults. 4th ed. Philadelphia: Lippincoott-Raven;
1996.
